Abstract
Self-disclosure of HIV diagnosis to sexual partners by heterosexual and bisexual men: a challenge for HIV/AIDS care and prevention A revelação da soropositividade por homens bissexuais e heterossexuais para parceiros sexuais: um desafi o para o cuidado e a prevenção do HIV/AIDS Introduction Disclosure of HIV-positive serostatus has been defined as a process of communicating potentially stigmatizing information that had previously been kept hidden in order to increase one's psychological well-being, and in the case of disclosure to sexual partners, to preserve the quality of relationships. Disclosure is thus not a simple act. It involves careful consideration of "to whom" and "when" and depends on preparation and a personal decision.
When people discover they are HIV-infected, many isolate themselves due to fear of rejection and abandonment, when they think of disclosing their serostatus 1, 2, 3, 4 . Studies on the issue with samples of persons living with HIV in countries of the Americas, Europe, and Asia with access to treatment have indicated that disclosing one's HIV diagnosis decreases stress and isolation, expands social support, and favors adaptation to medication intake and negotiation of safer sex in various inter-subjective contexts, with an impact on controlling the spread of the epidemic. Meanwhile, the combined stigmas associated with HIV (homophobia, sexism, and racism) increase the difficulties in self-disclosure 5, 6 . Persons also tend to disclose their status more readily with steady and regular sexual partners, in the context of longer-lasting and marital relations, than to persons with whom they have casual encounters; for ARTIGO ARTICLE Cad . Saúde Pública, Rio de Janeiro, 27(9):1699-1710, set, 2011 people living with HIV, having sex without disclosing one's diagnosis to partners is common 7 .
As described by Klitzman & Bayer 8 in a study aimed at understanding the dynamics of disclosure of HIV diagnosis to partners, family members, friends, and coworkers in New York City, various codes for indirectly communicating one's positive serostatus are used, such as leaving medication in plain view in the living room and educating partners on the need for people in general to protect themselves with condoms; such strategies are more common among homosexual men, among whom HIV prevalence is often high. In their study, those that adopted this way of disclosing their diagnosis felt that veiled messages met the moral imperative of communicating seropositive status; others considered such approaches morally unacceptable, a half-lie. In contexts of anonymous or casual sex (heterosexual or homosexual), silencing on seropositive status was viewed as more acceptable; speaking about infection in these situations was perceived as anti-erotic. On the other hand, more lasting relationships assume or require trust in order to be establish, and non-disclosure could perpetuate mistrust; meanwhile, disclosure to one partner could help build the confidence what would tend to stimulate disclosure to others.
The few Brazilian studies on this theme that include men discuss disclosure of the diagnosis "to" persons with HIV, rarely "by" persons living with HIV to significant others, even though they recognize that this question has an important impact on health and quality of life 9, 10 .
This article describes the disclosure of HIV diagnosis in the context of the affective and sexual lives of heterosexual and bisexual men living with HIV and discusses how health services could contribute to this process.
Method
The study was conducted in two stages, according to a design that has been presented elsewhere 6, 11, 12, 13 . Briefly, in the first stage, a consecutive sample of 250 men, patients followed at two referral centers for HIV/AIDS care in São Paulo, Brazil, were invited to participate in a questionnaire-based interview containing open and closed questions on socio-demographic data, information related to HIV infection, experiences with discrimination and support, and reports on their affective and sexual lives. The principal outcome for this study was the patient's report of having disclosed his seropositive status to sexual partners (men and women). The study included patients in good health condition, 18 years old or older, and who reported having sexual contact with women.
Considering that experiences with disclosure of seropositive status can occur differently in distinct groups of men living with HIV, a disaggregated data analysis was conducted according to self-reported skin color and sexual behavior. As proposed in studies on the impact of racism in healthcare in Brazil 14 , for the "skin color" variable, "blacks" were defined as the sum of self-identified "blacks" and "browns", and "nonblacks" were defined as the sum of whites, Asiandescendents, and indigenous. Based on reported sexual practices, bisexual was defined as a man who reported having had sexual relations with another man anytime in his life, besides sexual relations with women.
In addition, we aimed at characterizing the sexual life of the men included in the study, on the assumption that disclosure of seropositive status could be associated with variables related to their sexual partnerships. We thus asked interviewees to list the persons with whom they had had sexual relations in the six months prior to the interview. Next, for each listed partner, the interviewees specified: serostatus (HIV-positive, HIV-negative, or unknown); whether the partner (male or female) knew that the interviewee was seropositive; whether he used condoms with him/her (yes, no); whether they constituted "steady partnerships" (girlfriend/boyfriend, spouse, cohabiting), concurrent or not "regular partners" (casual dates, lovers, affairs, friends with whom they had sex), or "de programa" (a Brazilian category for casual sex exchanged for money or favors). For purposes of analysis, we defined "main partner" as the partner (female or male) listed first by the interviewee.
For comparison of the target variables (extracted from the answers to the questionnaire) between the various groups (blacks, non-blacks; homosexuals, bisexuals), we used the chi-square test using SPSS 13.0 (SPSS Inc., Chicago, USA).
For the second stage of the study, we invited all the interviewees who at the end of the interview had shown interest in participating in group activities. The objective of the first group session was to present the interviewees with the preliminary analysis of the interviews from the first stage and to discuss it with the participants, as well as to raise themes for four additional sessions related to living with HIV/AIDS. The four discussions were conducted with the interviewees in one of the two HIV/AIDS services. The chosen themes included: (1) the desire to have children, and the possibility of doing so; (2) difficulties in getting and keeping a job; (3) prejudice; (4) difficulties in affective and sexual relations or in starting a new relationship, a theme focused on this current study. The number of participants in the four sessions organized in a focus group format varied from 14 to 18 men. All the meetings were coordinated by a psychologist, assisted by two members of the research team, and lasted approximately two hours each, were taped and transcribed.
In this article we analyze the recordings of the 4 th session group, in which the issue of disclosure of HIV diagnosis emerged, and in which 14 men participated. The analysis sought to explore lines of meaning, practical significance, values and feelings related to disclosure of the diagnosis to sexual partners. The interviewees' responses to the open questions on their affective-sexual life after disclosing their seropositive status were also analyzed, after the responses to the open questions were categorized by two evaluators 15 .
The study design and informed consent process guaranteed confidentiality in data processing and were approved by the Institutional Review Boards of the two participating centers.
Results
A more in-depth understanding of adaption process in the affective and sexual life as a person living with HIV carriers is essential for contextualizing the dilemmas involved in disclosing their diagnosis to sexual partners. We found important differences in this experience when comparing bisexual and heterosexual men. Table 1 shows the distribution of study subjects by age, income, work situation, schooling, marital status, number of children, and religion. Among the interviewees, 58% identified themselves as white and 0.8% as either Asian-descendant or indigenous (i.e., 58.8% were classified as "non-black"); 14% identified themselves as black and 27% as brown (i.e., 41% were classified as "black"). Ninety-five men (38%) stated having had sexual relations with other men at some time in their lives, and for purposes of analysis they were considered bisexual. The mean time since the last homosexual contact was 4 years (median 2 years). There was no difference in the proportion of bisexuals between blacks and non-blacks. As for the socio-demographic variables, the only significant difference between blacks and nonblacks was in schooling (p = 0.00).
Study subjects' characteristics
The comparison between heterosexuals and bisexuals showed differences. Proportionally more bisexual men had reached the university (p = 0.01), while proportionally more heterosexual men were married and had children (p = 0.00). Among heterosexuals, there were likely to be unemployed and fewer had formal jobs (with signed work papers).
As for HIV infection, time since diagnosis varied from 1 month to 17 years (mean 5.7 years), and 92% of the interviewees reported taking antiretrovirals. As discussed previously 11 , the most common reason for having been tested for HIV was having HIV-related symptoms (42%), and the majority (55%) did not expect a positive HIV test result. Sexual transmission was reported as the most common route of infection, and 11% mentioned injecting drug use. An important proportion of interviewees (16%) did not know they had been tested when they received the result, a situation that was more frequent among heterosexuals (19.7%) as compared to bisexuals (9.7%).
As for the impact of the beginning of antiretroviral treatment, 16% reported an increase in the frequency of situations involving discrimination or tension in hiding their status, fearing that the number of medical consultations and constantly medication intake would reveal their HIVpositive status. A high proportion of interviewees (88.5%) stated that they practiced some religion, with Catholicism as the most common. The majority had children, and 13% of the children had been born after the interviewees received their HIV diagnosis, an issue discussed more deeply in another article 12 .
Sexuality and its relationship to disclosure of diagnosis Table 2 summarizes the data for all the women and men that were listed by the sexually active interviewees as their sexual partners in the six months prior to the interview and about whom the interviewees provided data. These included spouses and steady girlfriends/boyfriends (70% had been partners for more than six months at the time of the interview), as well as consecutive or concurrent girlfriends/boyfriends and affairs over the course of 6 months. Importantly, the partners (men or women) that were paid for sex -"programa" -(32% of the sexual partners) were the persons to whom the interviewees least frequently disclosed their seropositive status, in contrast to disclosure to spouses and boyfriends/ girlfriends (69% of the partners that knew). These characteristics, discussed next, were well-represented in relations with the persons chosen as the "main partner". Table 1 Socio-demographic profi le of black and non-black and bisexual and heterosexual interviewees.
Characteristics
Non-black Note: the total number is not always the same, due to missing answers for each variable. Disclosure and condom use with the main partner
We found no differences between interviewees in the disclosure of seropositive status to the main partner when comparing different age groups, schooling, religion, or blacks and non-blacks (data not shown).
Comparing those that disclosed their serostatus to the main partner versus those that did not (Table 3) , the proportion of interviewees that disclosed their diagnosis was higher in the case of female partners or partners that were also HIVpositive. There was also a significant difference in the frequency of disclosure as a function of the type of relationship with the partner (more frequent with steady partners) and condom use during anal sex.
Importantly, seven men failed to disclose their HIV-positive status and were not using condoms: two men who had unprotected vaginal sex with "steady [female] partners", two with "regulars" (lovers), and one with a "programa" (in this case a female sex worker); two men exposed female sex workers to infection by having anal sex with them without condoms. Meanwhile, the proportion of safer sex with the main partner was quite high, both for vaginal sex (83.1% always used condoms) and anal sex (42% always used condoms and 45% did not have anal sex).
Difficulties in disclosing the diagnosis to male and female partners and condom use were explored in the open questions, the source of the quotes below. Twenty male interviewees reported varying degrees of difficulty in starting a new relationship because of the need to reveal their HIV status.
"I feel better telling the truth. Last week I met a woman, and when I was putting the condom on she asked why. I explained everything and she accepted me" (Participant U).
Corroborating observations by Klitzman & Bayer 8 , most of our interviewees adopted the moral imperative of revealing their diagnosis, on grounds that it was "unethical to deceive", words that were frequently repeated in the interviews. Meanwhile, some preferred to strengthen the emotional link first and reveal one's diagnosis later.
"I would only tell [about my diagnosis] if the relationship became serious, but I wouldn't put her life in jeopardy" (Participant W).
One interviewee had a girlfriend when he received his HIV diagnosis. He left her without giving her any explanation after discovering that she was HIV-negative. Many of the study subjects acknowledge prejudice in their own experience, associating it with "ignorance".
" One of the 72 men among those that did not feel bound to disclose his diagnosis to sex workers thought it was very difficult to talk about the issue and also did not trust in persons living with HIV. Table 2 Distribution of women and men listed as sexual partners in the 6 months prior to the interview according to relationship, serostatus, and disclosure of serostatus by the interviewee.
Relationship
Women Men Note: the total number is not always the same, due to missing answers for each variable.
"HIV-positive people don't have lasting relationships. The person gets uptight and can't stick to one partner, and ends up playing around" (Participant X).
In contexts marked by stigma and prejudice, failing to reveal one's diagnosis and only incorporating condom use does not always solve the difficulty, frequently raises suspicion of something unacceptable, and triggers stigma rather than the partner's complicity in prevention Disclosure, as Table 3 shows, tends to be more common to HIV-positive male and female partners (98% of the interviewees revealed their diagnosis to HIV-positive main partners as compared 
." (Participant Z).
Discussion disclosure to sexual partners in a group session Difficulties with disclosure to sexual partners were discussed in focus group session 4, which included 14 men (married and single, bisexual and heterosexual, of various ages, religions, educational levels, blacks and non-blacks, and employed, unemployed, and retired).
The need to "trust in order to reveal one's diagnosis", with fear of abandonment and rejection, appeared constantly in the debate. We quote several passages below to illustrate the wealth of this group session experience, positively assessed by participants (the letters refer to different participants).
"It's happened with me twice, when I told, the person didn't want to go out with me anymore.
Some people think you're promiscuous just because you're HIV-positive. That's prejudice, and I don't even go out anymore, to avoid getting hurt" (Participant A). "Some people think that if you're HIV-positive you can't have sex" (Participant B). "I'm still doing fine sexually. I don't have any problems even with HIV, or with taking my meds. For me, it only gets tough if I get [emotionally] involved, because if I'm in love, then I'm going to have to tell. That's when the fear of rejection comes in, when you realize you're in love, and you think, 'I'm going to be rejected because of it!'" (Participant C).
Disrespect for the right to an active sexual and reproductive life is part of the social scenario marking the lives of persons living with HIV 12 , but experiences in talking about this issue with health professionals in specialized services were quite rare according to participants. In the group discussion setting, they shared various ways of coping with their difficulties in this area, already reported by many interviewees.
" 
Discussion
Answers to the questionnaire-based interview and the above-mentioned debate among male interviewees corroborated the literature that describes fear of the stigma and discrimination associated with HIV as one of the principal factors hindering disclosure of HIV-positive status to future and current sexual partners. The results are consistent with authors that propose expanding care for persons living with HIV beyond management of the infection itself to include comprehensive care that approaches their sexuality and issues like disclosure.
Analogously to the observations by Klitzman & Bayer 8 , we observed the need for individuals to "gain trust" in order to disclose their diagnosis, besides the search for relationships with HIV-positive partners, which some of the interviewees considered the only morally acceptable sexual relationship. Non-disclosure of their HIV diagnosis was also reported as more acceptable in the case of anonymous or paid sex partners.
It is relevant that the vast majority of the interviewees used condoms during sexual relations. Meanwhile, many male and female partners, even when they were HIV-negative and aware of the partner's diagnosis, accepted or even proposed having sex without condoms, because "love is blind" as one bisexual man reported, or because "sometimes [the woman] seems silly, pretending I don't have [HIV]". As observed in other studies with men 16, 17 , sexual activity in the context of conjugality or a relationship involved different practices as compared to those in the context of relations with lovers or affairs (regular but not conjugal partners), further differing from practices with partners paid for "programa" (exchanged for money or favors), with repercussions on the disclosure process. Again, one observes that unprotected sex occurs more frequently with other persons also living with HIV as compared to sex with partners of unknown serostatus or whom one knows to be HIV-negative 17, 18 .
Moreover, as in other recent studies in the United States 17 , many participants reported that in addition to "serosorting" (choosing persons with the same serostatus), simply stopping sexual relations with their spouses, or failing to seek new partners, because they found it difficult to cope with the moral imperative of revealing their diagnosis or were not confident that they would be capable of protecting their partners -incapable of hiding what they considered a central aspect of their identity, or of believing that condoms would protect their partners from infection or both from re-infection.
These findings are consistent with the results of studies in mixed samples (women and men, heterosexual and bisexual) in the context of access to treatment. As with our findings, disclosure rates of HIV-positive status to partners as described in the literature vary from 67% to 88% 5 and are higher in the case of longer-term and HIV-positive partners; the rates also tend to be lower in the case of casual partners 7, 18 .
Bisexual and heterosexual sexuality
Due to space limitations, this article has focused relatively little attention on several other elements in the interviewees' sexual experience. As far as we know, this was the first study to include bisexual men in the context of HIV infection, based on their relationship with women, a widely discussed theme, but studied relatively little since the second decade of the epidemic, when the increase in HIV infection in women was attributed to the "bisexual bridge" 19 . Seffner 20 already noted that most of the studies on bisexuality focused on relations with other men, i.e., almost never analyzing relations with women. Future studies should analyze the bisexuality of people living with HIV, including their relations with women.
Various authors have discussed how the propaganda about improvement in quality of life with ARV treatment encourages the legitimization of the norm known as "don't ask, don't tell" among HIV-positive homosexual men who assume (without asking) that the others also carry the virus, imagining that they have a low viral load, controlled by the medication 21, 22 .
The proportion of HIV-negative male partners in our study was low (36.6% for the main partner and 25% for all the partners) when compared to a study in the United States 7 (58%) in a homosexual and bisexual sample. Meanwhile, the proportion of HIV-negative female partners (44%) among heterosexual interviewees in our study was similar to that found by the same authors that also investigated partners of HIV-positive men under treatment during the six months prior to the study.
Other studies on serodiscordant couples 23, 24 have discussed how HIV-negative partners feel "invisible", though they share the weight of the stigmatizing illness and struggle to keep the couple's sexual activity alive. This experience may explain the reported ambivalence of male and female partners vis-à-vis their probable seroconversion, denying the risk and wanting to share the seropositive status as proof of love and trust, an experience observed among the men in this study. In other words, disclosure alone does not guarantee protected sex 17 , and this is one of the reasons why many interviewees defended the inclusion of family members and partners (male and female) in the health services, a demand observed among HIV-positive women interviewed in a previous study 23 .
Implications for care of men living with HIV
The primary aim of this study was to describe the context in which self-disclosure of HIV-positive diagnosis has occurred and the barriers faced by male interviewees with their male and female sexual partners, thereby helping improve quality of care for their affective/sexual lives, which directly impacts the lives of their family members and partners. In this sense, we contend that encouraging users of health services to describe and debate their needs for psychosocial care, as we did, does foster understanding by health professionals and thus promotes equity and comprehensiveness in the services, which are basic principles of Brazilian Unified National Health System (SUS).
Although we found no differences between blacks and non-blacks, in contrast to a recent study in the United States 25 , a theme that merits another article, we found significant differences between heterosexual and homosexuals. Support for persons living with HIV to plan "processes of disclosure" to their partners should consider differences in inter-subjective contexts.
When holding the discussion groups in the group sessions follow up study with the interviewees, we confirmed the impression that heterosexual men feel less at ease with (or actually distrust) spaces for support, with which many of them did not feel comfortable with because they considered them a "homosexual space". However, we observed that these men benefited from sharing their personal experiences in group situations, just as much as women, who are included more often in this kind of initiative 23, 26 . In the more in-depth reports in response to the open questions on their experiences with health services, approached dynamically in the group discussions, we confirmed the importance of welcoming questions on sexuality and condom use and the usefulness of a professional approach that takes the protection of rights into account. Equally productive is comprehensive health promotion that protects the right to build a family and the right to sexuality and life in the community without discrimination, that is, a health service not limited to the management of HIV infection. Sharing experiences with other men in the same condition, as we observed, can also facilitate the progressive structuring of disclosure of seropositive status when and to whom they decide, a process that should allow better care for others and themselves, whereby affective and sexual life is experienced with greater tranquility.
Silva et al. 26 showed that professionals in SUS recognize that experience with group discussion expands the exclusive discussion of the condition as "virus carrier" to the context of daily life (and conjugality), overcoming the victimization discourse to force protagonists. In the setting of the above-mentioned study, the health professionals identified the central importance of "managing the stigma" associated with AIDS, a theme that emerges in the interviews and group discussions.
The notion of "disclosure", common in studies of the experience with homosexuality and with AIDS, reveals the process of stigmatization and the context of violation of rights for persons living with HIV 1, 6, 12 . The issue is a secret that needs to be hidden, and the challenge is to remove the veil, "to disclose", and not simply "to tell", to talk about their condition with a viral infection. As some authors working with prevention have insisted 27 and analyses of the epidemic have indicated 28, 29 , the fight against stigma and discrimination, protection of human rights, safeguards for autonomy, dignity, and physical and mental well-being (and less stress) for persons living with HIV will definitely stimulate the control of the spread of the epidemic.
Importantly, as in our study, in countries that also have the privilege of access to treatment and where disclosure of HIV-positive status is not compulsory, persons that do not reveal their diagnosis manage to talk about prevention and incorporate consistent condom use, while persons that disclose sometimes have sex without condoms 5, 17, 24, 30, 31 . Meanwhile, we confirmed that self-disclosure of HIV-positive status has not necessarily been associated with consistent condom use. In planning care for persons living with HIV, it is important to note that avoiding the stress resulting from non-disclosure, as other authors have already indicated, produces other obvious benefits 23, 30, 32, 33 . For example, the social support resulting from disclosure diminishes the depression that follows diagnosis. In this sense, we observed a greater tendency to disclosure and higher adherence to condom use in men that discussed the issue at least once with health professionals and participated in support groups 5, 17 . Furthermore, the proportion of protected sex has been positively associated with conversations on safe sex with sexual partners, and not only with disclosure 17, 24, 30, 31 .
As we have discussed elsewhere, it is not up to professionals to determine how people will behave or what decisions they will make in their affective, family, reproductive, or sexual lives, or particularly in relation to disclosure of their serostatus. It is up to the state 29 and health workers to implement the principles of the SUS, and at least to tackle the challenge of guaranteeing everyone's right to sexual and reproductive health with quality, in order for their decisions in daily life to be made after being adequately informed and their difficulties understood, rather than being reduced to "HIV carriers", but supported as "persons living with HIV". 
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